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The authors have put considerable efforts in answering the questions. I still feel that the article needs edition by an English (native) speaker.
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Abstract 38
Background: It is a routine practice to prescribe a combination of rocker shoes and 39 custom-made foot orthoses for patients with plantar fasciitis. Recently, there has 40 been a debate on this practice, and studies have shown that the individual 41 prescription of rocker shoes or custom-made foot orthoses is effective in treating 42 plantar fasciitis. The aim of this study was to evaluate and compare the immediate 43 therapeutic effects of individually prescribed rocker sole shoes and custom-made 44 foot orthoses, and a combined prescription of them on plantar fasciitis. 45
Methods: This was a cross-over study. Fifteen patients with unilateral plantar 46 fasciitis were recruited; they were from both genders and aged between 40 and 65. 47
Subjects performed walking trials which consisted of one 'unshod' condition and 48 four 'shod' conditions while wearing baseline shoes, rocker shoes, baseline shoes 49 with foot orthotics, and rocker shoes with foot orthotics. The study outcome 50 measures were the immediate heel pain intensity levels as reflected by visual 51 analogue scale pain ratings and the corresponding dynamic plantar pressure 52 redistribution patterns as evaluated by a pressure insole system. Results: The results 53 showed that a combination of rocker shoes and foot orthoses produced a 54 significantly lower visual analogue scale pain score (9.7 mm) than rocker shoes 55
Introduction 65
Plantar fasciitis is a musculoskeletal overuse disorder with high prevalence. It 66 affects people irrespective of gender, age, ethnicity, or physical activity (Singh et al., 67 1997) . It has been estimated that about 10% of the population, particularly those 68 aged between 40 and 65 years, are affected at some time during their lives (Riddle et 69 al., 2004; Taunton et al., 2002) . Plantar fasciitis is characterized by localized pain or 70 tenderness under the medial heel during palpation or weight-bearing, and it results in 71 the limitation of physical activity (Tisdel et al., 1999) . To date, the etiology of 72 plantar fasciitis is still poorly understood, and it remains unknown in approximately 73 85% of cases (Schepssis et al., 1991) . The literature suggests that its risk factors are 74 multi-factorial, and they can be categorized as environmental, anatomical, and 75 mechanical. Risk factors hitherto identified include a decreased ankle joint range of 76 4 motion, obesity, and occupations that require prolonged standing (Riddle et al., 77 2003) . 78
79
There is no single universally accepted method for treating plantar fasciitis. The 80 condition frequently responds to a wide range of conservative treatments that 81 demonstrate variable levels of efficacy from 46% to 98% (Tisdel et al., 1999; 82 Schepssis et al., 1991; Crawford & Thomson, 2003; Lynch et al., 1998; Wolgin et al., 83 1994) . Many studies have, however, indicated a higher success rate with mechanical 84 therapies than with other conservative forms and their efficacy is usually greater 85 than 70% ( It has been a routine practice to prescribe them in combination (Hutchins et al., 2009; 91 Janisse & Janisse, 2008). However, the justification for this was based on the 92 phenomena of subjective pain relief and symptom resolution. To date, scientific 93 evidence to confirm these observations is equivocal. 94
Rocker shoes, which are a type of therapeutic footwear with an external 96 modification of the outsole contour (Hutchins et al., 2009) , are routinely prescribed 97 to relieve the high-pressure plantar regions of the foot (Brown et al., 2004) . The 98
shoes' basic clinical function is to 'rock' the foot from heel-strike to toe-off, thus 99 altering the motion and the force distribution patterns (Schie et al., 2000) . All data for a given subject were collected on the same day. Each subject performed 218 three heel-toe walking trials for each test condition on a 6-meter long, straight, 219 carpet-covered linoleum concrete walkway. Because plantar pressure and perceived 220 pain intensity are associated with the walking speeds (Willson & Kernozek, 1999) , 221 the subjects were instructed to walk naturally at their own self-selected speeds. 222
Consistency of walking speed was monitored in all trials by counting the time 223 required for six steps (Brown et al., 1996) . A trial was discarded if the walking was 224 not performed in a smooth natural gait, in a straight line, or with inconsistent speeds. 225
226
The evaluation always began with an unshod walking condition followed by four 227 shod walking conditions in a randomized sequence outputted by a random-number 12 generator program. All participants were blinded for the test conditions which were 229 prepared in a separate room. Between successive test conditions, the subjects were 230 given: (1) a five-minutes rest, extended on request, in order to avoid the pain being 231 In this study, the immediate therapeutic effects on plantar fasciitis among rocker 272 shoes, FO and a combination thereof were evaluated and compared. Clinically, it 273 was more accurate to use a percentage reduction in the VAS pain ratings (rather than 274 the raw changes) as a means of comparing treatment (Williamson & Hoggart, 2005) . 275
It was verified that a 33% reduction was a clinically meaningful change for patients 276 to experience pain relief (Farrar et al., 2000) . The immediate reduction of pain 277 intensities of RSI, BSO, and RSO were found respectively to be 52.5%, 54.6%, and 278 85.1% with respect to barefoot walking. All three reductions were greater than 33%; 279 however, RSO got a further 30% reduction in pain intensity compared to BSO and The only difference between baseline shoes and rocker shoes was their outsole 294 profiles. Comparative analysis on the patterns of dynamic regional peak pressure 295 was therefore conducted to explore the plantar pressure redistribution behavior of 296 the rocker soles. The findings revealed a significant reduction in peak pressures 297 across the forefoot and medial heel regions. Such consistent reductions were then 298 balanced by elevated plantar pressure in the mid-foot. This observation was in 299 agreement with previous studies (Hutchins et al., 2009 ). However, it was noted that 300 the rocker shoes were more effective in reducing pressure in the forefoot than in the 301 heel. The significant decreases of forefoot pressure ranged approximately from 13% 302 to 25%, whereas there was only an 8% decrease in medial heel pressure. In the 303 literature, heel pressure reductions generally ranged from 10% to 30% (Brown et al., 304 16 2004; Long et al., 2004; Myers et al., 2006; Van Bogart et al., 2005) . However, 305 direct comparisons in terms of pressure values were not reliable because of two 306 fundamental reasons. Firstly, the design of rocker sole profiles employed in previous 307 studies varied considerably in the rocker angles. Secondly, subjects in most of the 308 previous studies were either asymptomatic or diabetic neuropathic individuals who 309 were all pain-free. Therefore, the values so obtained were not representative. It was 310 a merit of this study to recruit subjects whose demographics most reflect those that 311 are commonly referred for pedorthic treatment (Taunton et al., 2002) . Furthermore, 312
it should be noted that the current findings highlight profound pressure elevation 313 across the mid-foot after rocker shoes had been prescribed. This has important 314 clinical implications for future rocker shoes prescription; this is because it may be a 315 potential source of irritation or even pain particularly for patients who suffer from 316 mid-foot pathologies. 317 318 By comparing the dynamic regional peak pressures between BSO and BSI, the 319 effects of the inclusion of FOs on the redistribution of the shoe-foot interface plantar 320 pressure were examined. The results demonstrated that the FOs used in this study 321 were able to significantly reduce the medial heel pressure by 28.82%. This finding is 322 comparable to those in previous studies, which demonstrated a reduction in medial 323 heel pressure from 20% to 30% (Pratt, 2000; Roos et al., 2006; Kandorf & Keenan, 324 2000) . In contrast to a rocker sole acting as a powerful forefoot offloader, FOs 325 worked as a strong heel offloader. FOs significantly reduced medial heel and lateral 326 heel pressure by nearly 30% and 28%, whereas the rocker sole reduced it by only 327 8% and 5%. Another fundamental difference between their behaviors was the 328 strategy of pressure redistribution at mid-foot. A rocker sole demonstrated 329 significant pressure increases of 18.5% and 14.4% at medial mid-foot and lateral 330 mid-foot, respectively. Conversely, FOs decreased medial mid-foot and lateral 331 mid-food pressure significantly by 15.1% and 19.4%; this was because of the 332 increased contact area of mid-foot via the custom-casted contour of the orthotics 333 (Kogler et al., 1996) . Thus, rocker soles and FOs possessed their own strengths and 334 drawbacks in accordance with their pressure redistribution behaviors. Rocker soles 335 reduced the pressures in the heel and forefoot by redistributing the pressure to 336 mid-foot, thereby potentially overloading that region. On the other hand, FOs 337 reduced the pressure at mid-foot by redistributing the pressure to the forefoot, and 338 this may potentially cause forefoot overloads. 339 340 The comparative analysis of regional peak pressure between RSO and BSI was 341 equivalent to characterizing the interactive redistribution behavior of rocker soles 342 and FOs in combination. To date, the literature has focused chiefly on the interaction 343 of FOs and medical shoes, which were non-rocker-soled, on the plantar pressure 344 distribution of diabetic patients with or without neuropathy (Ashry et al., 1997; Lord 345 & Hosein, 1994; Lotta et al., 2007; Tsung et al., 2004) . Duration of symptoms (months) 11.0 (2.5) Up to the level of sustantaculum tali Intrinsic forefoot posting 5-mm and 3-mm beyond the 1 st and 5 th metatarsophangeal joints respectively 
